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Clinical indicators have recently been introduced 
into the Australian Counci l of Healthcare 
Standards IACHS) Hospital Accreditation 
Programme. They oHer a means of monitoring 
the process and outcome of care by determining 
flags of performance which are used for constant 
reassessment. This paper explores the benefits 
of developing clinical indicators specific to 
physiotherapy. It also identifies the steps 
preliminary to the development of indicators 
and gives examples of indicatorscurrentlybeing 
trialled by Australian physiotherapists. By taking 
the steps necessary to the development of 
indicators, physiotherapists in all types of 
practice will be in a better position to judge the 
eHectiveness of their patient care. 
[Grimmer K and Dibden M: Clinical indicators 
for physiotherapists. Australian Journal of 
Physiotherapy 39: 81-85J 
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lEADING ARTIClE 
Clinical indicators for 
physiotherapists 
Clinical indicators were proposed by the Joint Commission on Accreditation of Healthcare 
Organisations in the USA in 1987 
(O'Leary 1987) as a monitoring tool, 
or flag, to direct quality improvement 
activities to problem areas in patient 
care. Indicators were described then as 
"the strongest basis available for 
systematically analysing care and 
determining they-eal reasons for 
problems that occur in it" (Lehmann 
1989, p. 223). 
The concept of indicators has been 
adopted in Australia as an adjunct to 
the Australian Council of Healthcare 
Standards (ACHS) Hospital 
Accreditation Programme (Baldi ng et 
aI1990). As a result, members of the 
National Quality Assurance 
Commi ttee of the Australian 
Physiotherapy Association held 
workshops during 1992, in which the 
methodology of indicator development 
for physiotherapy was explored. This 
paper aims to explain the concept of 
indicators and to give examples of 
indicators already developed by 
physiotherapists. 
A clinical indicator has been defined 
as "a measure of the clinical 
management and outcome of care" 
(Collopy 1990, p. 83). Process and 
outcome are two of the three 
categories under which quality of care 
has been classified (Donabedian 1980), 
The third category is structure. While 
much of ti,e quality assurance activity 
in Australia in the past decade has been 
;" ,.I~"" ...... "" .... ~c ... __ .. ~ ... . .. .... .. L .... _ .... : _ _ _ 
increasing need to establish cost-
effective and appropriate levels of 
health delivery (Duggan 1992). This 
has provided the impetus to consider 
the more challenging issues of process 
("what is actually done in giving and 
receiving care") and outcome ("the 
effects of care on the health status of 
patients and populations") 
(Donabedian 1990, p, 20), 
In establishing indicators in the 
hospital system, the ACHS has 
developed a two-pronged approach 
(1990: Clinical Indicators - A Uscrs 
Manual) involving hospital-wide and 
specialty-specific indicators. 
Hospital-wide indicators flag 
recorded events which may be 
expected to occur in any hospital. Such 
events include avoidable death, re-
admission to hospital for the same 
condition within a period of time, 
wound infection and pulmonary 
embolism. By monitoring the 
frequency of these events, a reasonable 
overview of the process and outcome 
of care occurring within each 
institution is provided. 
Specific indicators are being 
developed by specialist medical 
colleges, for which the first task was 
establishing consensus on a means of 
addressing an area of major concern in 
each particular branch of medicine. 
Colleges currently involved in 
indicator development include those of 
Anaesthetics, Ear, Nose and Throat, 
Psychiatry, Surgery, Obstetrics and 
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Gynaecology, and Physician Medicine. 
Physiotherapists working in hospitals 
seeking accreditation may become 
involved in constructing indicators on 
multidisciplinary or departmental 
levels. However all physiotherapists, 
regardless of their place of 
employment, will benefit from 
considering the concept of indicators. 
Completion of the steps necessary for 
indicato r development will gain 3n 
improvement in patient carc, quite 
apart from the benefits achieved b)' 
application of an indicator. 
Method 
Before attempting their development, 
decisions must be made regarding the 
')'pe of indicator best suited to the 
situation. A diagrammatic approach to 
these decisions is given in Figure 1. 
The first apFroach: 
The sentine event 
The sentinel event flags an undesirable 
occurrence. Physiotherapists have 
suggested that such events could 
include: 
... A burn during delivery of 
electrotherapy; 
... A life-threatening incident in the 
hydrotherapy pool; 
... A manipulative technique applied 
despite contraindications; or 
... Falls or injuries sustained whi le 
attending physiotherapy. 
These events represent such 
significant problems in the delivery of 
care that each needs to be investigated, 
in order to minimise the likelihood of 
recurrence. 
The second approach : 
The rate indicator 
A rate-based indicator enables 
cl inicians to determine their patients' 
percentage rate of compliance with a 
process or outcome flag (Figure 2). 
The population to which the indicator 
is being applied must remain relatively 
stable in order for the indicator to be 
useful on an ongoing basis. In a stable 
population, changes over time in 
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A diagrammatic representation of an indicator established within a treatment population. 
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Question: 
"Vhv is this so much less than the 
acceptable indicator? 
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0% 
Pe rcentage of patients ach ieving the outcome 
Answer: 
I. Inappropriate indicator for the population. 
2. Inefficient health management. 
3. Increase in risk values. 
4. Loaded with more problematic patients. 
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100% 
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Percentage of patients achievi ng the outcome 
Answer: 
1. Inappropriate indicator for population. 
2. Exempbry treatment. 
3. Minimum patient risk. 
4. Getting rid of troublesome patients. 
Figures 3 and 4. 
Questions and possible answers associated with subsequent applications of the 
indicator to the treatment poputation. 
----, 
I 
response to an indicator pose 
important quality assurance questions 
(Figures 3 and 4). 
A rate indicator is expressed as: 
number of patients 
complying with the flag for 
the condition 
----- --- - x 100 
total number of patients 
treated for the condition 
This flag may be either negative or 
positive. While it is important to know 
the percentage of failures, it may also 
be instructive to know the percentage 
of successes. 
Negative fl ags assume that the basis 
of care is always excellence and that 
failure to achi eve excell ence must be 
addressed. A negative flag is more 
relevant when appLied to the process 
approach. Assuming that most cases 
will be managed in accordance with the 
agreed protocol, it is only necessary to 
review those fl agged cases which did 
not comply. In this instance, an 
indicator may be: 
Fewer than 5 per cent of patients 
awaiting upper abdominal surgery 
fa il to have a pre-operative visit 
from a physiotherapist 
This approach is consistent with the 
demands of the hospita l accreditation 
process (Collopy 1990). Given that a 
protocol on the surgica l ward may be 
that all patients will be given a pre-
operative visit by a physiotherapist, 
failure to supply that level of care must 
be add ressed. 
Positive fl ags assume a continuous 
quali ty management approach, where 
the level of success is first established 
and then improved upon within the 
same institu tion (Anderson and Noyce 
1992). For physiotherapists who have 
little baseline data on the effectiveness 
of treatment for particular conditions, 
a positive flag may be more usefu l as a 
starting tool. In this instance, an 
indicator may be: 
95 per cent of pati ents presenting 
to physiotherapy with an acute 
episode of low back pain will gain 
sign ificant relief fro m symptoms in 
n treatments 
.. 
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The choice of indicator 
approach 
Using a process approach 
Clinicians in a particuJar specialty area 
may agree that there is one ideal 
protocol to be followed when 
assessing, diagnosing and managing a 
particular condition. A process 
indicator may result, where the fla g is 
that the ideal protocol is being 
followed. 
Ideal management may involve a 
series of pre-determined steps and 
points of decision-making, presented 
formally either as written instructions 
or in algorithmic form (Gottlieb et al 
1990, Schoenbaum and Gottlieb 1990). 
Formalised mechanisms of 
management establish a means by 
which the patient is always treated in 
the most efficient and effective 
manner, whether by junior staff, 
weekend roster staff or during very 
busy periods. 
Process indi cators arc useful when 
dea ling with si ruations where the 
outcome is unlikely to reflect the 
effectiveness of the physiotherapy 
intervention alone. Such a situation 
may be the delivery of physiotherapy 
for respiratory complications foll owing 
surgery. By developing and flagging an 
agreed management process, the best 
possible physiotherapy care should be 
delivered regardless of in tervention 
from the o ther health personnel 
involved with the patient. The agreed 
protocol may include screening and 
review mechanisms, as well as 
treatment procedures, to ensure that 
each patient is managed according to 
need. 
In conjunction with an algorithmic 
approach to management of post-
operative respiratory complications, 
the physiotherapists in one Australian 
institution are trialling a recently 
developed physiotherapy process 
indicator (Gill 1992), ie: 
LEADING ARTICLE 
number of patients requiring 
cardiothoracic physiotherapy 
more than four days post 
upper abdominal surgery 
(U1\S) 
number of patients referred 
for physiotherapy following 
UAS 
x 100 
Using an outcome approach 
Clinicians in other specialty areas, 
however, may agree that many 
different protocols or techniques may 
be equally employed to achieve the 
same outcome. Attaini ng that outcome 
is the important issue. An outcome 
indicator may be determined from a 
flag which monitors the number of 
pati ents who meet the expected 
outcome. Use of functional o utcomes 
overcomes some of the difficulties in 
measuring effectiveness, which are 
inherent in applying the many 
acceptable forms of physiotherapeutic 
management to the one condition. In 
these situations, outcome may be 
recorded o nly as a response to 
treatment. A condition which lends 
itself to a fU1¢ctional outcome approach 
is acute low back pain. A fun ctional 
improvement over a period of time is 
the desired end-point of treatment. 
An indicator based on a standard, 
functional outcome is currently being 
trialled in an Australian rehabi litation 
setting (Boughey 1992): 
number of below knee 
amputees (BKA) admitted for 
primary prostheti c 
rehabilitation who achieve the 
expected fun ctional outcome 
within 40 days of 
physiotherapy treatment 
~:""---:-'-'-::-:-:--:-- x 100 
total number of below knee 
amputees admitted for primary 
prosth etic rehabilitation 
Steps necessary for indicator 
development 
Prior to the development of useful 
dinical indicators, several steps need to 
be completed. Each step involves the 
use of one or more quality assurance 
tools. For many physiotherapists, 
completion of the steps will offer as 
much of a challenge as the 
construction of a clinica l indicator. A 
step-by-step approach to clinical 
indicator development is described in 
Figure 5. 
Whilst both hospital-based and 
private physiotherapists are 
encouraged to develop their own 
indicators or trial indicators developed 
by others, it is essential to recognise 
that any rates set for indicators at this 
stage are purely arbitrary. Proven ideal 
processes and reproducible, valid 
functional outcom es need to be applied 
to large da ta bases before sensitive and 
specific indicators can be accepted for 
wider appli cation. It is important to 
recognise that an indicator or flag is, in 
fact, just that. It is not proof. In 
particular, it is important that the 
development of indicators is not driven 
by the need to demonstrate cost 
containment alone . T he ultimate goal 
of any quality improvement activity 
practised by physio therapists should be 
achieving the best resul ts for patients 
within realistic cost constraints. 
Conclusion 
T he effort necessary to develop clinical 
indicators for all areas of physiotherapy 
wil l initially be great. While the 
discussion and research necessary to 
develop process and outcome 
indicators offers many challenges, the 
results will give the profession many 
advantages. These will be reflected in 
improved patient care and a more 
respected place for physiotherapy 
within the health environment of the 
next decade. 
1. Determine problem 
Diagnosis (Y) 
2. Determine ideal process 
or outcome (Z) 
3 . Collect data 
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Valid 
Repraduceable 
Functional 
Relevant to needs 
Retrieve records for Y 
diagnosis 
Note those with Z o utcome 
recorded 
4 . Construct the indicator equation : 
Number with Y diagnosis and Z outcome 
Total number with Y diagnosis 
x 100 
5. From this equation, state the indicator: 
% patients with Y diagnosis and Z outcome 
6 . Problem solving 
7. Take appropriate action 
~hiS indicator a cceptable? 
I How does this indicator 
I compare with that of another institution? 
How can it be improved? 
Peer review 
Develop treatment protocols 
Improve education 
Improve record keeping 
8. Continue to collect data for re-assessment at a later time 
Figure 5. 
A step by step approach to developing a clinical indicator. 
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